nominated by the BPS and by independent reviewers identified by the Map of Medicine editorial team. For the detailed editorial methodology see the pain pathway's provenance certificate (www.mapofmedicine.com). Map of Medicine care pathways can be customized to reflect local commissioning needs and practices to provide comprehensive, evidence-based local guidance and clinical decision support at the point of care. As with all the papers in this series, this article is complementary to the published pathway.
Practice point: care map information
In many ways, the supporting information behind the pathway tree (which is published as an integral part of the care map) is the most important part of the pelvic pain pathway as for most clinicians, the basic principles are unfamiliar. It is because of a lack of understanding of basic facts that treatment is often inappropriate. 10 11 13 -15 There is a potential point of confusion for this pathway because it has to provide the basic principles early on, but an in-depth discussion is also given later in the pathway.
Discussion point: incidence and prevalence of chronic pelvic pain
In the literature figures around the incidence and prevalence of chronic pelvic pain are reported in an inconsistent manner which makes comparison and discussion difficult. The pathway highlights this:
(1) First, classifying pelvic pain has not been subject to a standard process for many years and this has only recently been fully addressed. 10 16 (2) Secondly, much of what falls under the general heading of 'chronic pelvic pain' does not reach specialist care and is dealt with through self-management or with the support of primary care. 17 (3) Thirdly, if specialist care is involved in the management, it is often spread between multiple specialities (urology, gynaecology, urogynaecology, colorectal services, pain medicine and even spinal services, rheumatology, and neurology). Patients may pass back and forth between different teams of the same speciality and between different specialities. (4) Finally, there is no simple way of predicting or defining problematic pain. 18 As a consequence of these issues, we do not have a true knowledge of the incidence or prevalence of chronic pelvic pain. The pathway also emphasizes that whereas there will be some unique differences between male and female chronic pelvic pain, there are also many overlaps between in mechanisms and presentations; 10 it is common to separate the conditions based both on gender and the site of perceived pain, but this may be artificial. The best available figures suggest the number of women in the UK with chronic pelvic pain as 1 million (compared with 1.6 million adults with low back pain). 17 Pelvic pain is thus an understated and major problem. A break down of prevalence for more specific terms is found in Table 1 . 17 Practice point: classification
To understand the pelvic pain pathway, it is important to understand the classification of pelvic pain and the significance of inappropriate classification. In particular, the pathway is about early recognition of 'well-defined conditions' that need to be separated from those categorized as 'chronic pelvic pain syndrome'. Pain associated with well-defined conditions requires the underlying process to be investigated and treated: red flags must be identified early and referred to the appropriate speciality either as an emergency (immediate referral) or for an urgent appointment (seen within several weeks).
Failure to accept that a patient's symptoms are primarily of a chronic pelvic pain syndrome may result in inappropriate investigations and treatment leading to a deterioration in the prognosis. 10 13 This classification system, and hence the pelvic pain pathway, emphasizes the importance of assessing and managing not only the pain but also its impact on the patient (psychosocial, behavioural, and sexual) and assessing and managing the multisystem disorders often found in patients of both sexes with chronic pelvic pain.
Practice point: psychosocial, behavioural, and sexual interactions and consequences
In addition to pain, this pathway emphasizes the evidence that these patients also suffer from psychological distress and concurrent negative behavioural and sexual consequences. This is introduced in the Care Map information box, but more details are presented in several of the subsequent key point boxes explaining that patients with pelvic pain often suffer with depression, anxiety, poor sleep, difficulty with work, and Pelvic pain pathway relationship issues. 7 29 In common with many people with chronic pain patients are often disabled by fear that activity will make things worse. 30 Sexual issues may also pose a major problem and often have a significant adverse effect on relationships leading to further distress, anxiety, and low mood. Depression is strongly related to 'catastrophizing' 31 (rumination leading to negative amplification and subsequently helplessness) and these factors are associated with poor outcomes. It is important that those involved in supporting and managing these patients have the skills and experience in all of these fields both to evaluate and to involve other members of the team as indicated. It is essential to have the ability to ask tactfully about the details of sexual encounters and intimacy, and particularly to gather information about negative experiences or a reduction in frequency of intimacy, which is often very hard for patients to discuss.
Practice point: multisystem disorders including, sexual, bowel, urinary, gynaecological, and musculoskeletal symptoms
The term pelvic pain is an enigma as it does not give a clear indication of the mechanism of the pain and does not take into account that many of the symptoms and signs may be outside of the anatomical pelvis. 6 32-34 The pelvic pain pathway highlights that, in addition to pain, there may be multiple functional abnormalities both within and outside the pelvis. These need to be assessed and managed as well as any pain perceived within the pelvis.
Discussion point: when is pelvic pain a chronic pelvic pain syndrome
The pelvic pain pathway aims to separate out pain associated with a well-defined process (such as cancer or infection) from the chronic pelvic pain syndrome (where there is no proven infection or other obvious local pathology that may account for the pain). 16 Red flags are always a concern and the pelvic pain pathway working group have clearly stated when urgent referral should occur. If a well-defined pelvic condition continues to produce pain despite standard management, then the pathway recommends a multidisciplinary and multi-professional approach with interdisciplinary and multispecialty assessment. Confusingly, a patient may have a well-defined pelvic condition concurrently with chronic pelvic pain syndrome. 35 Some patients in this category that do not require specialist medical management could be managed by primary care acting as a coordinator of professionals. A case management approach may be the most effective although there is insufficient evidence on appropriate models in pain medicine from which to determine practice. Further research is needed.
Practice point: information for patients
In chronic pelvic pain syndrome, there is a significant amount of information that needs to be assimilated and dedicated time and support needs to be available to develop this approach. In primary care, the constructive interview approach may be facilitated by a questionnaire such as the International Pelvic Pain Society web-based form-History and Physical Form; 2008. 36 In secondary care, the team approach is essential. Active patient participation allowing time for this information to be processed and assimilated is necessary. 37 Practice point: physical therapy interventions in primary and secondary care
Evidence-based medicine has both its advocates and detractors. 38 39 Many of the published guidelines focus on individual, evidence-based interventions only: the pelvic pain pathway attempts to provide a whole patient approach which incorporates multiple interventions. As part of that pragmatism, there is a strong emphasis on both a pain management approach and a hands-on approach to physical therapy in the guidelines. The group strongly supports basic 'common sense advice' of reassurance, maintenance of activity, and general physiotherapy despite there being limited direct evidence for that approach in terms of research. The pelvic pain working group also advocate an early assessment and management by a specialist physical therapist. If the presentation is with predominantly urological symptoms rather than pain, then women's health physiotherapy may be more appropriate-the exact access to appropriate physiotherapists will depend on local systems and may require referral to specialist care. The pelvic pain pathway is one of the first documents to discuss these different approaches and to place them in a workable framework.
The importance of a specialist physical therapist is emphasized and it is reinforced that this should be in accordance with International Association for the study of Pain (IASP) competencies to ensure that well-recognized and standardized approaches are utilized in the absence of clear research supporting alternative approaches.
In the secondary care situation, the importance of integrated working is emphasized which is in keeping with best practice. 10 40 41 In the more complex patient, the role of specialized physical therapy techniques is emphasized as a key management approach. 42 -44 There will always have to be a balance between 'hands-on' physical therapy and 'hands-off' behavioural physical therapy approaches and the decision around that balance will be a joint decision between the patient and the team supporting the patient. Further research is needed in this area to ensure that interventions are matched to patient need.
Practice point: the role of opioids
It is well established that opioids may be beneficial for a proportion of patients with chronic non-malignant pain. However, their role in supporting patient with pelvic pain is less clear. The pelvic pain pathway supports the several publications providing guidance for both patient and professionals. 45 -48 The pathway indicates that opioids should only be prescribed in a co-ordinated fashion with regular review looking at both the benefits and side-effects. At a clinical level, they should only be used in conjunction with a management plan and with consultation between clinicians experienced in their use (the involvement of a Pain Management Centre may be beneficial).
Patients should be reviewed regularly with assessments for functional improvement along with analgesia. Often patients stop taking oral opioids because of side-effects or insufficient analgesia and hence the pathway emphasizes that assessing compliance is important. The pelvic pain pathway also refers to the recent research evidence around the understanding of opioid-induced hyperalgesia, a situation where paradoxically patients taking opioids become more sensitive to certain painful stimuli 49 .
This is something that is often poorly appreciated by the nonspecialist. Opioids can also have a significant impact on the endocrine system, with lowered sex hormones, and the pathway highlights the need to consider this and gives guidance on its investigation and management, in accordance with established advice. 50 Similarly, immunosuppression is also a potential risk, which is clear at cellular level but less so clinically. In order to better appreciate the clinical relevance of these issues, further research in the area is required. 51 52 Practice point: review, when and where to refer
It is recognized 18 that in England it can take several years for a patient's persistent chronic pain condition to be recognized and even longer before management is provided in a secondary care setting. Accordingly, the pelvic pain pathway working group was keen to empower the patient and their primary or community caregivers. As a consequence, it was agreed by the executive committee that all pathways should advocate early review and if appropriate referral. This suggestion is taken up in the pelvic pain pathway. At the first visit to a primary care specialist, the main emphasis will be on ensuring that there are no red flags, treatable conditions are identified, simple analgesia and continued movement is encouraged; and for the second consultation, a more specific management plan needs to be agreed on. This plan should be followed through and reviewed on a regular basis in primary care. If there is a lack of progress in the plan, referral to secondary care should be considered no later than 6 months after presentation. This 'line in the sand' should be a part of the initial management plan. The pelvic pain pathway also supports that patient care should be local to where the patient lives and, in the first instance, a local pain management service referral should be made. For the first time, the pathway has defined what such a secondary care service should look like. Such a centre should be able to provide the specific services which are clearly set out. The National Pain Audit found that less than half of services had the required personnel to deliver such services to a minimum standard (i.e. lack of appropriately trained physicians, psychologists, or physiotherapists). Clearer specification of the service is needed and its necessary interrelationships thoroughly described.
According to the National Health Service (NHS) Commissioning Board guidelines for specialized services, referral to one of the few National Centres for Urogenital and Pelvic Pain should originate from secondary care in most cases. The pelvic pain pathway is acknowledged in the service specification for Specialised Services for Pain in England as being an example of best practice.
Discussion: the role of interventional pain therapies
Is there a role for injection treatment and neuromodulation in the management of chronic pelvic pain? This debate is ongoing and is often a key area of controversy. Most injections will be undertaken in secondary or tertiary care by clinicians that are trained to perform the procedures and have the skills to ensure that appropriate diagnosis and indications are adhered to. 53 54 There must be appropriate equipment to ensuring maximum accuracy and as a result maximize efficacy and also adequate facilities to manage any complication. 10 55 For the clinicians that perform the interventions in the above manner, there is evidence from parallel conditions that they have an important role. However, timing of the intervention and diagnosis are considered key and the pathway goes on to define this, but also emphasize that patient expectations are important and need to be managed. 56 Well-targeted injections may guide other treatment options in addition to be therapeutic in their own right. They may have a role in the investigation and management of muscle-related pain 57 -61 or of pain associated with nerve injury. 62 -65 The diagnostic situation may be improved by other techniques. 64 66 67 In many patients, nerve blocks rarely provide long-term benefit on their own, and consideration should be given to multidisciplinary team involvement to maximize outcomes. 55 The pathway goes on to discuss the frequency of repeat injections, indicating that the duration of benefit and potential complications (e.g. repeat steroid use and the cumulative dangers of X-rays) need to be considered. Currently, for some injections the procedure can be performed only with Computer Tomography (CT) guidance, even with modern scanners a significant radiation dose to the pelvis is required. In a secondary care setting, interventions need to be supported by physiotherapy, graded activity, explanation, education, and self-management. Implantable neuromodulation for pain perceived in the pelvis should be performed in a specialized centre to ensure the safety, consistency, and appropriate audit that comes with doing larger numbers of patients. Those that implant such devices agree that there are three important factors for neuromodulation to be successful:
(1) Appropriate diagnosis.
(2) Stimulation perceived in the site of perceived pain. (3) Realistic patient expectations. NICE guidelines 68 for pain and neuromodulation relate to spinal dorsal horn stimulation. Unfortunately, most of the work around neuromodulation and pain perceived in the pelvis has not, until more recently, taken into account this Pelvic pain pathway diagnostic approach or the fact that to obtain stimulation in the pelvis through dorsal horn stimulation is problematic. As a result, publications are few and the pelvic pain pathway is limited in its guidance or recommendation of these expensive interventions. There is, however, growing literature to suggest that sacral root stimulation, 69 -79 pudendal nerve stimulation, 75 and even tibial nerve stimulation, 80 -82 despite having different mechanisms of action to dorsal horn stimulation, may be beneficial. Sacral root stimulation has NICE guidelines for functional bowel and bladder issues 83 84 Again, comparative effectiveness studies are needed against other therapies in the pathway such as specialist Cognitive Behavioural Therapy (CBT) for pain, combination medicines management, and specialist pelvic floor physical therapies.
The pathway also mentions both interdisciplinary and multidisciplinary care. Both interventions require further clarification and research.
Summary
The BPS pelvic pain pathway is an important step forward because it highlights the high prevalence of a condition which often goes under recognized despite its high impact on the life of the patient and our society and its complexity involving multiple symptoms other than pain. The pathway educates around these issues but also empowers those in primary care to explore these concerns with patients in a way that is both practical and efficacious. The pathway supports a multispeciality approach alongside the collaboration of different teams in the management of care at all levels.
Recently, the Right Care Team has brought together stakeholders in a series of workshops to define a population specification. This confirmed the acceptance of the new pelvic pain pathway to stakeholders, but also identified significant challenges in implementation. Shared decision tools and approaches may work well in conveying the trade-offs between risks, benefits, and personal needs. 85 However, no such decision tools exist for chronic pelvic pain at present. In order to achieve this comparative effectiveness, studies are needed. A significant amount of investment in both primary and secondary clinical research is needed to ensure that patients and referrers are fully informed about the effectiveness of interventions in the right context.
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